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C I:ID'U| Initial Comments
[
| Report of a Biennial Survey by Billy S. Bryant
| canducted on 06182018,

Records indicate this facility was first licensed on

| 05/01/15898. The facility is currently licensed as a |
B85 Beds Special Care Unit. Therefore the facility

| was surveyed for conformance with the
applicable portions of the 2005 Rules for

I Licensing of Adult Care Homes of Saven or More
Beds and applicable portions of the 1996 (1008
Revision) Editlon of the North Carolina Building

| Code(s), Institutional Occupancy and the 1998 |
| Rules for Licensing of Adult Care Homes of II

| Seven or More Beds in effect at the time of initial

| licenswure.

c 1ﬂ'1| Existing Licensed Fac- No less than '71 Rules

| SECTION 0300 - PHYSICAL FLANT
| 10A NCAC 13F .0301  APPLICATION OF
PHYSICAL PLANT REQUIREMENTS
The physical plant reguirements for each adult
| care home shall be applied as follows:
I (2] Except where atherwise specified, existing |
licensed facilities or portions of existing licensed |
| facilities shall meet licensure and code
requirements in effect at the time of construction,
change in service or bed count, addition,

renovation, ar alteration; however in no case shall
the requiremants for any licensed facility where |
ho addition or rencvation has been made, be less |
than those reguiremants found in the 1971 I
"Minimum and Desired Standards and
Regulations" for "Homes for the Aged and Infirm®,
copies of which are available at the Division of
Health Service Regulation at no cost;

This Rule is not met as evidenced by

C 000

C 1

CONSTRUCTION SECTION
AG

61 2086

RECEIVED

Divigion of H-earlh sgw%i
LABORATORY 0 5%5‘3 SIGHATURE TITLE [XE] DATE
- 7"’(’% — ﬁ*"%ﬁ £ f/é? i g é; ff

ETJ".TE F{hHM
& '

KHOMNZT

IFconiinuation shast 1of 7



Divigion of Heallh Semvice Regulation

PRINTED; D&/2002016
FORM APPROVED

ETATEMENT OF DEFICIENCIES (X1} PROVIDERISUPPLIERMCLIA #2) MULTIFLE CONSTRUCTION (M3 DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING: 0 COMPLETED
HALOS3026 B. Wi D5/118/2016

MASIE OF FROYIDER OR SUPPLIER

MAGNOLIA HOUSE RETIREMENT CENTER

STREET ADDRESS, CITY, STATE, ZIP CODE
1116 CARTHAGE STREET

-

SANFORD, NC 27330

| repair.
| Findings on 0&M&/2016:

' 3. Men's and Women's Halls - The Cormridor hand
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1. Based on abservation the facility does not J !-:tl? ¥
meat building coda reguiraments in affect at the I;ﬂ Fr{?m /O &fﬂﬂ
time of alteration or rencvation to comvert the @«' d ’ ?
facility into a special care unit with special locking. ZQ / K""f fﬁ?ﬁﬁi 4
Finding on 05M1&2018; LLF::I C:".TIL‘E’I:_‘_t +o ey
a, & schamalic diagram of the speclal locking i 12 :
system s not mounted adjacant to the fire alarm I /‘
C 164 Housekeaping and Furnishings-Clean, Repairad | C 164
SECTION 0300 - PHYSICAL PLANT
104 MCAC 13F 0306  HOUSEKEEPING AMD 1 v r.ﬂ
FURNISHINGS }Q{ way L 16 fr ff"(i'ff

(&) Adult care homes shall;

(1) have walls, ceilings, and floors or floor
covarings kepl clean and in good repair, :
(2} have no chronic unpleasant odors; i
(3} have furniture clean and in good repair;
{8} This Rule shall apply to new and exisfing
facilities.

This Rule is not met as evidenced by:
Based Dbservation the facility has not kept the
walls and floor coverings clean and In good

1. The walls are scarred, gouged and paint has
been scraped from the wall .

2. Men and Wamen's Halls - Caorridor floor are
dingy and have no evidence of being waxed.

rails are sticky to the touch.

4, Men's and Women's Halls - In many of the
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C 164 | Continued From page 2

resident rooms the corner base on the walls on
| the interior of the resident rooms is missing and
| the gypsum board is damaged.

5 Men's and Women's Halls - The resident
bathroom wood doors' finish surfaces are
scarred, some with holes from contact with the
room entrance door hardware evidenced but not
lirmited to the examplas listed: Man * & Hall -
Rooms 11, 15, 18, 17.

6. Dffices - The carpet is loose, womn and torn.

c 1EE| Housekeeping-Maintained Free of Hazards

SECTION .0300 - PHYSICAL PLANT

10A MCAC 13F 0306 HOUSEKEEPING AND
FURMISHINGS

{&) Adult care homes shall:

(5) be malntained in an uncluttered, clean and

| arderty manner, free of all obstructions and

| hazards,

(@) This Rule shall apply to new and existing
facilities.

This Rule I8 not met as evidenced by

1. Based on observation and testing the facility
was not maintained free from hazards. Rooms
cantaining gas fire mechanical equipment not
sperating correctly and/or where the equipment is
not properly ventilated could cause an

effect all residents of the facility if the residents
[ were axposed (o the gassas or vapors.

Finding on 05/18/2015:

a. Exterior, Water Heater Room - The room was
| tested for CO by a P.5.N.C. service technician

| and the results showed CO levels exceeded the

accumulation harmful vapors or gases. This -:::::n;.lluz:||I
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C 166

Continued From page 3
amauni considerad to be safa.

2. Based on observation the facility was not
maintzined free from hazards. Guardrails and
grab bars that are not secured cannot suppart
rasidents who require the guardrails to help with
mobilibyfstability.

Findings on 05/20/2016:
a Warmen ' s Hall - Nurse's Station - Tha handrail
is detached from its attachment brackat.

b. Women's Hall, Room #43 - There i3 not grab
bar in the shower sfall.

3. Based on observation there is a failure o
install and maintain required plumbing safety
devices or equipmant. Failure to maintain or
install plumbing safety devices or equipment
could effect all occupants of the facility if the
absence of the plumbing safety devices or
equipment causad the domestic water supply o

| become contaminated.

| Finding on 051 &/2016:
| &, Shert Corridor, Beauty Shop - The hand held
| ringe wand does not have a vacuurm breaker on

C 184

{ the water supply.

Building Equipment Maintained Safa, Operating

SECTION .0300 - PHYSICAL PLANT

10A NCAC 13F .0311  OTHER
REQUIREMENTS

{a) The building and all fire safety, electrical,
mechanical, and plumbing equipment in an adult
care home shall be maintained in a safe and
operating condition.

(k) This Rule shall apply to new and exishng

C 166

C 189
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| facilties with the exception of Paragraph ()

which shall not apply to existing facilities.

This Rule iz not met as evidenced by

| 1. Based on observation thera is a failure to

maintain the facility's fire safety systems in a safe
mannear, Fire rasistant rated ceillings must be free
of gaps and openings. Penetralions or holes in
fire resistant rated ceilings could effect the
occupants of the facility by allowing fire and

| smoke to spread bevond the area of origin,

Findings on 05/18/2016:

a. Men's Hall Community Bath - There is a gap in
the fire resistant cailing arcund the exhaust fan
gyrifle.

b Women's Hall, Adjacent io Room #40 - Alayer
of gypsum board that is & component of the
ceiling access hatch cover is broken and has
produced a large gap in the cailling hatch cover.

2. Basad on cbhearvalion there is a failure to
maintain the facility's fire safety equipment in a
zafe operating conditicn. Doors are reguired to
completely close and latch in the event of a fire,
The cocoupants in the facility could be effectad if
doars do not latch and remain closed so as to
lirnit the spread of smoke or fire to the area of

| origin.

Findings on 05MB2016;
a. Murses' Station Restroom - The door will closs
but does not latch to remain closed,

b, Women's Hall, Room #27 - The daor will close
but does nat lateh o remain closad,

o, Men and Women's Hall Doors to utility rooms,

|
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the examples listed in the findings:

| equipment in an operating condition. This could

| Findings on 05/20/2016:

[ only works sparadically whan tasted.

aquipment that s inocparable.

| head mounted in the shower stall,

closets and storage rooms did not have positive |
latching hardware as evidenced but not limited to |

d, Wamen's Hall, Laundry - The door did not have
positive latching hardware and would not close
due o dragging on the floor and hitling the door
frame.

a, TV Rooam - The doors from the corridor to the
raom have been ramoved. Note: Comacted while
SUMEYor was on site.

3. Baged on observation the facility was not
maintained in a safe manner by & failure to to
maintain electrical emergencyisafety related

effect occupants of the facility if exits and
corridars were not illuminated during a power

outage.

a. Wall Mounted Emergency Light - The hight
putside the dining room is detached from the wall |

b. Women's Hall - Wall Mounted Emergency Light
= The light adjacent to room #45 did not operate
when tested,

S —

4. Based on observation there is a failure to
maintain the facility's electrical and plumbing
aquipment in operating condition as plumbing
fixtures that were in disrepair or elecirical

Finding on 051 82016;
a. Waomen's Hall, Room #43 - Thare is no shower
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| |
c 1BEI'I Continued From page & L cise |
| b. Women's Hall, Room #43 - Hot water was not |
avallable from tha sink faucet,
| c. Women's Hall, Room #30 - The elecirical plug |
fram the thru wail HVAC unit electical cord has
baan cut and removed,

| | |
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